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The Impact of Neurological Illness
on Marital Relationships
ELODIE J. O’CONNOR and MARITA P. MCCABE
Deakin University, Victoria, Australia
LUCY FIRTH
University of Melbourne, Victoria, Australia
The current study investigated the impact of neurological illness
on marital relationship satisfaction. Participants numbered 423
patients and 335 carers from motor neurone disease (MND), Hunt-
ington’s disease (HD), Parkinson’s, and multiple sclerosis (MS). The
results demonstrated that patients and carers with HD had a sig-
nificantly lower level of relationship satisfaction and sex life sat-
isfaction than the other three illness groups. Further, patients with
HD indicated a significantly higher level of relationship satisfaction
than their carers. For MS and MND patients, social support predicted
marital relationship satisfaction, and for Parkinson’s patients, so-
cial support and sex life satisfaction predicted marital relationship
satisfaction.
Recent research has illustrated the importance of the marital relationship
and external social support on psychosocial functioning while living with
a chronic illness (Boyce & Hickey, 2005; Elizur & Hirsh, 1999; Lavee, 2005;
Rohrbaugh, Shoham, & Coyne, 2006; Zabalegui, Sanchez, Sanchez, & Juando,
2005). In addition, low marital relationship satisfaction has been shown to
be a strong predictor of problematic sexual functioning among people living
with an illness (e.g., Kool, Woertman, Prins, Van Middendorp, & Geenen,
2006). However, less is known about the role of marital relationships among
people with neurological illnesses. The current study was designed to exam-
ine the nature of the marital and sexual relationships of people with chronic
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116 E. J. O’Connor et al.
degenerative neurological illness and their carers. This is a neglected pop-
ulation in terms of the roles that these relationships play, and yet one that
is likely to have an important impact on their quality of life (e.g., McCabe,
McKern, McDonald, & Vowels, 2003). The implications of the findings from
the study in terms of support programs to improve relationship quality for
people with these illnesses and their carers are discussed. The illness groups
considered in this article are Huntington’s disease (HD), Parkinson’s, multiple
sclerosis (MS), and motor neurone disease (MND).
Huntington’s Disease
The limited research that has been conducted on the role of relationships
among people with HD (PwHD) typically centers on the issue of predictive
testing. Decruyenaere et al. (2004) found that among couples with a partner
who had tested positive to carrying the HD gene, PwHD typically perceived
their relationship as more positive than their partners. Further to this, Quaid
and Wesson (1995) found that spouses had higher depression scores than
their at-risk partners; and that high-risk couples were more distressed and
less satisfied with their sexual lives than low-risk couples at 3- and 6-month
follow-ups after testing. Barsky, Friedman, and Rosen (2006) suggested that
sexual dysfunction is commonly experienced by people with chronic ill-
nesses and is related to a reduction in their quality of life. In addition, as sex
life satisfaction may impact marital satisfaction, it is also important to exam-
ine studies that have evaluated changes in the sex life of couples impacted
by HD. One such study conducted by Fedoroff, Peyser, Franz, and Folstein
(1994) found that 82% of PwHD and 66% of carers had one or more sexual
disorders, as specified in the DSM-III-R.
Parkinson’s
Bronner, Royter, Korczyn, and Giladi (2004) found that 65.1% of men and
78.1% of women experienced deterioration in sexual functioning after the on-
set of Parkinson’s symptoms, while other researchers have reported between
39% and 80% of people with Parkinson’s who experience sexual problems
and dissatisfaction with their sex lives (Brown, Jahanshahi, Quinn, & Mars-
den, 1990; Koller et al., 1990; Macht, Schwarz, & Ellgring, 2005; Mott, 2005;
Yu, Roane, Miner, Fleming, & Rogers, 2004).
Parkinson’s research has also focused on social support; for example,
Miller, Berrios, and Politynska (1996) found that couples with Parkinson’s had
smaller social networks than control couples. Fleming, Tolson, and Schartau
(2004) reported that for some, Parkinson’s had strengthened their marital re-
lationships and friendships, while for others it had resulted in a breakdown
of these relationships and friendships. Further to this, Seiler et al. (1992)
found that, of those couples whose relationships had worsened since the
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Neurological Illness 117
onset of Parkinson’s, more than half had moderate-to-severe levels of de-
pression, suggesting that social support from the marital partner may reduce
the risk of depression. In a study of carers, Schrag, Hovris, Morley, Quinn,
and Jahanshahi (2006) found that 65% of carers felt their social life had suf-
fered as a result of Parkinson’s. Further, carer burden correlated significantly
with carer’s satisfaction with their marital relationships, suggesting that there
is an important link between these two concepts.
Multiple Sclerosis
Similar levels of impaired sexual function to those of people with other
neurological illnesses have been reported in people with MS (PwMS), with
one study finding sexual dysfunction in 51% of participants (Bakke, Myhr,
Gronning, & Nyland, 1996). These authors reported that sexual dysfunction
increased with duration of MS; 36.4% of those who had had MS for 9 to
11 years experienced sexual dysfunction, compared to 77.8% of those who
had had MS for 18 to 19 years. Further, it has been noted that sexual dysfunc-
tion impacts both males and females, although men often experience higher
levels of sexual dysfunction (Dupont, 1996; Stenager, Stenager, & Jensen,
1996). However, one study found the opposite to be true; women both from
the general population and those with MS reported higher levels of sexual
dysfunction than men (McCabe et al., 2003).
Dissatisfaction within the marital relationship has been found to occur in
between a quarter and a third of MS couples, with spouses showing the great-
est dissatisfaction (Dupont, 1996). Importantly, one study implemented an
intervention which consisted of 12 educational/counselling sessions (Foley,
LaRocca, Sanders, & Zemon, 2001). The intervention was found to signif-
icantly improve marital satisfaction and sexual satisfaction compared to a
waiting list control group.
Reduced contact with external social supports has been found to in-
crease with symptom severity. One study found that 81% of those who were
mildly disabled maintained their social activities outside the home, while only
47% of severely disabled PwMS had received visits from friends in the month
prior to being interviewed (Hakim et al., 2000). Studies have also found that
PwMS report less satisfaction with their social relationships, marital relation-
ships, and their sex lives than people from the general population (McCabe
& Di Battista, 2004; McCabe et al., 2003).
Motor Neurone Disease
As with HD, there has been limited research into the role of social support
among people with MND (PwMND). Young and McNicoll (1998) explored
the experiences of PwMND who were coping well with their diagnosis,
and found that as symptoms increased, and work and physical activities
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118 E. J. O’Connor et al.
decreased, more importance was placed on interpersonal relationships. This
illustrates the importance of maintaining a network of social support among
PwMND. However, this is often difficult to accomplish. Cobb and Hamera
(1986), in their 1-year longitudinal study of two PwMND, found that satis-
faction with interpersonal relationships decreased over time, as friends often
stopped visiting or became awkward around the PwMND as symptoms in-
creased in severity. Other research has found perceived social support to be
an important predictor of carer distress (Goldstein, Atkins, Landau, Brown,
& Leigh, 2006), and quality of life among PwMND (Chio et al., 2004). In
contrast, Plahuta et al. (2002) found that satisfaction with social support was
not a significant predictor of hopelessness.
No published research was able to be located that examined the role
of marital relationships among PwMND, or changes to these relationships as
the illness progresses.
Current Study
The above research illustrates the importance of marital relationships and ex-
ternal social support among people with chronic degenerative neurological
illness. To date, no published research has examined whether any differences
exist between the four illness groups. The purpose of the present study was
to compare the marital relationship satisfaction, sex life satisfaction, and so-
cial support satisfaction of patients and carers with MND, Parkinson’s, MS,
and HD, to determine whether any differences exist between illness groups,
or between patients and carers within the same illness group. Further, this
study examined which factors best predicted marital relationship satisfaction.
There were a number of predictions that stemmed from the literature. Firstly,
it was expected that carers would have lower marital relationship satisfaction,
sex life satisfaction, and social support satisfaction than patients. Secondly,
given that PwHD typically experience a wide range of cognitive and emo-
tional symptoms in relation to the other illness groups (Quarrell, 2004), it was
predicted that HD participants would have the lowest marital relationship sat-
isfaction, sex life satisfaction, and social support satisfaction of the four illness
groups. Finally, it was hypothesized that social support satisfaction, length of
illness, and symptom severity would predict marital relationship satisfaction.
METHOD
Participants
Participants numbered 423 patients and 335 carers from four illness groups:
HD, Parkinson’s, MS, and MND. Of the 423 patients, 11% had HD, 34% had
Parkinson’s, 27% had MS, and 28% had MND. Fifty-three percent of patients
were female, 81% were born in Australia, 92% had completed secondary
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Neurological Illness 119
TABLE 1. Patient Characteristics by Illness Group
Illness Group
HD Parkinson’s MS MND Total Sample
Characteristic (n = 48) (n = 143) (n = 112) (n = 120) (n = 423)
Age (M± SD) 57.07 ± 10.87 68.91 ± 8.15 48.90 ± 11.81 63.22 ± 12.43 60.76 ± 13.35
Gender (% female) 37% 50% 76% 40% 53%
Country of birth (%
Australian)
82% 81% 89% 71% 81%
Education level (%
secondary or
greater)
89% 89% 98% 92% 92%
Marital status (%
married/de facto)
83% 79% 63% 79% 75%
Age at onset of
symptoms (M± SD)
46.42 ± 9.35 59.72 ± 9.27 33.17 ± 11.59 57.28 ± 12.46 50.63 ± 15.61
school or greater, 75% were married or living in a marriage-like relationship,
and the average age of the sample was 61 years of age (see Table 1).
Of the 335 carers, 22% were carers for someone with HD, 27% were
carers for someone with Parkinson’s, 18% were carers for someone with MS,
and 33% were carers for someone with MND. Sixty-one percent of carers
were female, 79% were born in Australia, 94% had completed secondary
school or greater, 92% were married or living in a marriage-like relationship,
and the mean age of the sample was 61 years of age (see Table 2).
Materials
DEMOGRAPHICS
Participants were asked to provide background information such as gender,
age, and duration of illness.
TABLE 2. Carer Characteristics by Illness Group
Illness Group
HD Parkinson’s MS MND Total Sample
Characteristic (n = 73) (n = 89) (n = 61) (n = 112) (n = 335)
Age (M± SD) 59.58 ± 9.90 67.31 ± 9.92 55.02 ± 13.26 60.51 ± 11.65 61.10 ± 11.91
Gender (% female) 66% 63% 38% 68% 61%
Country of birth (%
Australian)
77% 84% 75% 76% 79%
Education level (%
secondary or
greater)
96% 89% 98% 93% 94%
Marital status (%
married/de facto)
80% 98% 89% 96% 92%
Age at onset of
symptoms (M± SD)
44.97 ± 9.60 58.72 ± 9.91 35.94 ± 13.20 57.75 ± 13.28 51.30 ± 14.75
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120 E. J. O’Connor et al.
RELATIONSHIP SATISFACTION
Participants completed the seven-item Relationship Assessment Scale (RAS;
Hendrick, 1988), which forms a one-factor generic measure of relationship
satisfaction. Participants were asked to answer questions such as “How well
does your partner meet your needs” on a five-point Likert scale (from 1 =
not at all to 5 = always). The RAS has been demonstrated to have good
test-retest reliability and to correlate highly with other measures of marital
satisfaction (Hendrick, Dicke, & Hendricke, 1998). In the present sample,
internal reliability was high for both patients (Cronbach’s α = .86) and carers
(Cronbach’s α = .86).
SEX LIFE SATISFACTION
As part of the short form of the World Health Organization Quality of Life
questionnaire (WHOQOL-BREF; WHOQOL Group, 1998), participants were
asked “How satisfied are you with your sex life.” Responses were rated on a
five-point Likert scale (from 1 = very dissatisfied to 5 = very satisfied).
SOCIAL SUPPORT
Participants completed the short form of the Social Supports Questionnaire
(SSQ; Sarason, Sarason, Shearin, & Pierce, 1987). The SSQ asks participants to
rate both the number of social supports and satisfaction with social supports
for six different situations; for example, “How many people can you count
on to console you when you are very upset.” The satisfaction with social
support items were rated on a six-point Likert scale (from 1 = extremely
dissatisfied to 6 = extremely satisfied). The short form of the SSQ has been
found to correlate well with the original SSQ (Sarason, Levine, Basham, &
Sarason, 1983), and to have high internal reliability (Sarason et al., 1987). In
the present sample, internal reliability was high for both the number of social
supports (Cronbach’s α = .84 for patients; .85 for carers) and satisfaction with
social supports (Cronbach’s α = .95 for patients; .95 for carers).
SEVERITY OF ILLNESS
Participants completed a symptoms scale that determined the severity of ill-
ness symptoms experienced. The scale was developed for this study and con-
sisted of 18 items. Participants were asked to rate their experience of symp-
toms such as “speech difficulties,” “concentration difficulties,” and “anxiety.”
The factor structure of the symptoms scale has been examined in a separate
article (McCabe, Firth, & O’Connor, submitted for publication). Based on
these analyses, symptoms were divided into four subscales: physical symp-
toms, control over body, cognitive symptoms, and psychological symptoms.
Participants responded on a five-point Likert scale (from 1 = not at all to 5 =
always). In the present sample, Cronbach’s α was .80 for physical symptoms,
D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
 L
ibr
ary
] a
t 1
7:0
3 0
9 J
uly
 20
14
 
Neurological Illness 121
.74 for control over body, .90 for cognitive symptoms, and .73 for psycho-
logical symptoms.
QUALITATIVE INFORMATION
Following completion of the RAS, participants were asked “Do you have any
further comments about your level of relationship satisfaction and level of
satisfaction with your partner.” In addition, on the final page of the question-
naire, there was a general comments page in which participants were asked
if they would like to make “any additional comment on the topics raised in
the questionnaire.” The information pertaining to relationships, sex life, and
social supports from both of these qualitative sections was then entered into
qualitative statistical analyses program QSR NVivo 2.0 and data were coded
to nodes based on themes that arose.
Procedure
The Huntington’s Disease, Parkinson’s, Multiple Sclerosis, and Motor Neu-
rone Disease Associations facilitated access to participants. Individuals with
HD, Parkinson’s, MS, and MND, and their carers, were recruited by respond-
ing to a mailing or via notices published in each illness group’s newsletter.
Participants were provided with a statement outlining the study and gave their
written consent to participate. Participants were then posted a questionnaire,
which was to be completed within 6 weeks and posted back using the reply-
paid envelope provided. While the exact rates of registration with the asso-
ciations are unknown, it is estimated that between 85–95% of people diag-
nosed with these illnesses are registered with their respective associations.
Of the registered members who expressed interest in participating, either by
returning a consent form, or by contacting the researchers, there was a 64%
response rate for the return of completed questionnaires.
RESULTS
Differences in relationship satisfaction, sex life satisfaction, and social support
satisfaction between patients and carers from the four illness groups (HD, MS,
Parkinson’s, and MND) were examined. Means and standard deviations for
patients and carers from each illness group are presented in Table 3.
Marital Relationship Satisfaction and Neurological Illness
An ANOVA was conducted with the patient sample, to explore the impact
of neurological illness on marital relationship satisfaction, as measured by
the RAS. There was a statistically significant difference in RAS scores for the
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Neurological Illness 123
illness groups, F (3, 304) = 4.08, p < .01, η2 = .04. Tukey HSD post-hoc com-
parisons indicated that the mean score for patients with HD was significantly
different from patients with MND and Parkinson’s. However, patients with
MS did not differ significantly from any of the other illnesses; and patients
with MND did not differ significantly from patients with Parkinson’s. These
comparisons are detailed in Table 4.
A second ANOVA was then conducted with the carer sample, to ex-
plore the impact of neurological illness on marital relationship satisfaction.
There was a statistically significant difference in RAS scores for the illness
groups, F (3, 281) = 17.90, p < .001. The magnitude of the difference in
the means was large (η2 = .19). Post-hoc comparisons indicated that the
mean score for HD carers was significantly different from MND, Parkin-
son’s, and MS carers. None of the other comparisons were significant (see
Table 4).
A series of t-tests were then conducted to compare RAS scores for pa-
tients and carers, for each of the illness groups. There were no significant
differences in scores for MND patients and carers, t(184) = 0.79, p = .43.
There were also no significant differences in scores for MS patients and car-
ers, t(125) = 0.08, p = .93, or for Parkinson’s patients and carers, t(188) =
1.46, p = .14. However, there was a significant difference in scores for HD
patients and carers, t(88) = 4.65, p < .001. The magnitude of the difference
in the means was large (η2 = .19), with patients scoring significantly higher
on relationship satisfaction than carers.
There was an observable difference in the themes that arose from the
qualitative data around the area of relationship satisfaction between illness
groups. Parkinson’s, MND, and MS participants commonly reported changes
to the relationship in terms of physical restrictions, economic factors, and
dependency:
Although my husband is still the same quiet, gentle, kind, and patient
person, the nature of the relationship has changed because of Parkinson’s.
It’s more like that of nurse and patient. (65-year-old female carer of a
person with Parkinson’s)
My relationship satisfaction has been affected by the fact that my husband
now works long hours to make up for my lost income and therefore we
don’t spend much time together. (36-year-old female with MS)
My relationship has been affected because our relationship is strained at
times due to the pain that my partner suffers and the uncertainty of how
much time we have. (49-year-old female carer of a person with MND)
Conversely, many of the reported changes in the relationships of HD
participants were attributed to cognitive and emotional changes, rather than
physical changes:
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Neurological Illness 125
My relationship satisfaction levels went down at the same rate as the
HD advanced because my husband’s HD symptoms were predominantly
behavioral and cognitive. (58-year-old female carer of someone with
HD)
Prior to HD, we had a very happy and loving marriage. Unfortunately,
with the progression of my husband’s HD, it has taken away every-
thing until you are left with a person who is not the same as the
person that you married. . . all of the affection and intimacy of mar-
riage is no longer there. (58-year-old female carer for someone with
HD)
Satisfaction with Sex Life and Neurological Illness
An ANOVA was conducted to explore the impact of neurological illness
among patients on satisfaction with sex life. There was a statistically sig-
nificant difference in sex life satisfaction scores for the illness groups, F (3,
170) = 3.89, p < .01, η2 = .03. Post-hoc comparisons indicated that the mean
score for patients with HD was significantly different from patients with MS.
Patients with MND and Parkinson’s did not differ significantly from any of
the other illnesses (see Table 4).
A second ANOVA was then conducted to explore the impact of neuro-
logical illness among carers on satisfaction with sex life. There was a statisti-
cally significant difference in sex life satisfaction scores for the illness groups,
F (3, 314) = 5.47, p < .001, η2 = .05. Post-hoc comparisons indicated that
the mean score for HD carers was significantly different from MS, MND,
and Parkinson’s carers. None of the other comparisons were significant, as
detailed in Table 4.
A t-test was then conducted to compare the satisfaction with sex life
scores for patients and carers, for each of the illness groups. However, there
were no significant differences in scores for any of the illness groups.
In general, there appeared to be a high level of dissatisfaction with sex
life among both patients and carers for each of the illness groups. Only 31.7%
of patients and 27.7% of carers were satisfied or very satisfied with their sex
lives. Inspection of the qualitative data suggests that this was often attributed
to the neurological illness:
We have been married for 40 years with a strong love and commitment
to each other. However, due to his illness over the past 6 years, we have
not had a sexual relationship. (60-year-old female carer of a person with
HD)
Our sex life is now impossible due to my partner’s medication relaxing
the muscles and the tremor. (71-year-old female carer of a person with
Parkinson’s)
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126 E. J. O’Connor et al.
My relationship satisfaction has been affected as we enjoyed an extremely
passionate, sexual, and caring relationship prior to MS, but over the past
few years due to the MS complications and mood swings, our relationship
has suffered dramatically. Our sexual relationship I feel was rated 10+
and now it would be rated five. (57-year-old female carer of a person
with MS)
My relationship nowadays is purely patient and carer (nurse) and noth-
ing more in terms of a physical relationship. . . My wife is not interested
in sex so I don’t press the issue; I just do without, but this causes feel-
ings of despair and resentment. (63-year-old male carer of a person with
MND)
Social Support and Neurological Illness
Differences in social support among patients with the four illnesses were
examined using a MANOVA, in which the independent variable was illness
type, while the dependent variables were number of social supports and sat-
isfaction with social supports. There was no statistically significant difference
between illness groups on the combined dependent variables, F (6, 542) =
0.77, p = .60; η2 = .01.
A second MANOVA was then conducted to examine any differences in
social support among carers with the four illnesses; again, the independent
variable was illness type, while the dependent variables were number of
social supports and satisfaction with social supports. There was no statistically
significant difference between illness groups on the combined dependent
variables, F (6, 414) = 0.93, p = .48; η2 = .01.
Two t-tests were then conducted to compare the number of social sup-
ports and social support satisfaction scores for patients and carers. As there
were no significant differences between illness groups in terms of social
support, the analysis was run with the entire sample, rather than by ill-
ness groups. There was no significant difference in number of social support
scores for patients and carers, t(487) = 0.51, p = .61. However, there was
a significant difference in social support satisfaction scores for patients and
carers, t(700) = 2.21, p < .05, η2 = .01, with patients scoring significantly
higher on social support than carers. Inspection of the qualitative data sup-
ports the finding that patients were more satisfied with their social support
than carers:
I’m concerned about my lack of friends. . . . My PwHD doesn’t make
friends easily and this has been an issue throughout our relationship. I
don’t have the confidence to break out and seek many individual friend-
ships due to my ethics of ongoing caring for this relationship. (58-year-old
male carer of a person with HD)
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I am fortunate to have a good number of friends and relatives who love
me and support me in many ways. I couldn’t estimate how many, but
there would be more than 20 people who support me. (68-year-old male
with Parkinson’s)
I have a close family who are prepared to help when I may need them. I
also have a group of friends who understand my MS and don’t treat me
any different than what they used to. They also understand that I don’t
always feel well and am sometimes unable to go out on the town with
them like I used to. (29-year-old male with MS)
The friends we have made since coming to this area 20 years ago are 20
to 30 years younger than us and fully occupied with caring for grand-
children. We can’t entertain socially or go out very much, so we are very
much on our own. (80-year-old female carer of a person with MND)
Predictors of Relationship Satisfaction in Neurological Illness
A series of four multiple regressions were performed with the RAS score as
the dependent variable, and length of illness, social support satisfaction, sex
life, physical symptoms, control over body symptoms, psychological symp-
toms, and cognitive symptoms as the independent variables, for each of the
illness groups. Table 5 displays the standardized regression coefficients (β),
significance level (p), and semi-partial correlations (sr2) for each of these
regressions.
For HD patients, the regression was not significantly different from zero,
F (7, 24) = 0.79, p = .61. For MS patients, the regression was significantly
different from zero, F (7, 59) = 2.22, p < .05. Only social support satisfac-
tion contributed significantly to prediction of marital relationship satisfaction.
TABLE 5. Standardized Regression Coefficients for Each Predictor Variable in the Multiple
Regression Analysis Examining the Predictors of Marital Relationship Satisfaction
HD Parkinson’s MS MND
Predictor variable β p sr2 β p sr2 β p sr2 β p sr2
Length of illness
(years)
−0.13 0.56 0.03 0.80 −0.04 0.75 −0.20 0.06
Social support
satisfaction
0.23 0.29 0.19 0.05 .04 0.32 0.01 .08 0.36 0.001 .11
Sex life satisfaction 0.00 0.98 0.39 0.001 .14 0.21 0.09 −0.03 0.75
Control over body
symptoms
0.37 0.33 0.05 0.75 0.00 0.99 0.18 0.13
Physical symptoms −0.66 0.10 0.01 0.94 −0.03 0.82 0.07 0.57
Cognitive symptoms 0.26 0.41 0.02 0.87 −0.01 0.94 −0.05 0.68
Psychological
symptoms
−0.12 0.62 −0.00 0.99 −0.08 0.60 −0.22 0.08
R2 = 0.21 for MS, 0.19 for Parkinson’s, and 0.30 for MND.
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For Parkinson’s patients, the regression was significantly different from zero,
F (7, 91) = 2.98, p < .01. Social support satisfaction and sex life satisfac-
tion contributed significantly to prediction of marital relationship satisfac-
tion. For MND patients, the regression was significantly different from zero,
F (7, 71) = 4.36, p < .001. Again, only social support satisfaction contributed
significantly to prediction of marital relationship satisfaction.
DISCUSSION
The results from the present study partially supported the hypothesized pre-
dictions. While HD carers had significantly lower marital relationship satis-
faction than HD patients, none of the other three illness groups showed the
same results. Further, there was no significant difference in sex life satisfac-
tion between patients and carers in any of the four illness groups. However,
patients from all four illness groups had higher social support satisfaction
than carers from each of the illness groups, offering partial support for the
first hypothesis.
The second hypothesis was also partially supported. The HD participants
had lower marital relationship satisfaction and sex life satisfaction than the
other illness groups, but there was no significant difference between illness
groups on social support satisfaction.
Finally, the third hypothesis also received partial support. While symp-
tom severity and duration of illness did not significantly predict marital rela-
tionship satisfaction for any of the illness groups, social support satisfaction
was a significant predictor for HD, Parkinson’s, and MS. Further, for the
Parkinson’s participants, sex life satisfaction was also a significant predictor
of marital relationship satisfaction.
For Parkinson’s, MS, and MND participants, the results of the present
study are at variance with previous research findings (e.g., Dupont, 1996),
which have found that carers have lower marital relationship satisfaction and
sex life satisfaction than patients. However, the finding of lower social sup-
port satisfaction among carers supports previous findings that document the
significant impact of carer burden on social life (Schrag et al., 2006). The
nonsignificant results for sex life satisfaction may be due to the limitations
associated with measuring sex life satisfaction by a single item, instead of uti-
lizing a validated scale, and future research should aim to replicate the design
of the current study but use a more extensive measure of sex life satisfaction.
The finding that satisfaction levels for marital relationships and sex life
for HD patients and carers differed significantly from the other three illness
groups was expected, and is likely to be partially due to the significant cogni-
tive impairments and personality changes that often occur with HD (Quarrell,
2004) as compared to the other illness groups, as well as conflict that may
occur as a result of the impact of the heritability of the illness and whether
any existing or future children may carry the HD gene.
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However, it was interesting to find that, while social support satisfaction
levels were low overall when compared to Sarason et al.’s (1983) general
population sample, there were no differences in social support satisfaction
between illness groups. This finding suggests that the type of neurological
illness is not the central issue in regards to social support; it appears that
social support satisfaction is being severely affected for each of the four
illness groups, and, in particular, for carers.
Finally, the findings from the current study challenge the conclusions
from past research that marital relationship satisfaction and sexual life satis-
faction are predicted by duration of illness and severity of symptoms (e.g.,
Bakke et al., 1996). The results of the current study would suggest that the
overriding predictor of marital relationship satisfaction in people living with
a neurological illness is social support satisfaction, rather than the severity of
impairment.
One of the primary limitations in this study was the sample size of
the HD patients. While HD carers had similar response rates to the other
illness groups, for HD patients the sample was less than half the size of the
other three groups. The HD patients experience higher levels of cognitive
impairment compared to people with MS, MND, and Parkinson’s, and as such,
this small sample size was expected. However, it does limit the strength and
power of the analyses.
The findings from this study have important clinical implications. People
working in the HD community should be encouraged to provide additional
support to PwHD and their spouses to assist them with sustaining a strong
marital relationship. Because the spousal carers were found to have signifi-
cantly lower marital relationship satisfaction than the patients, it is especially
important to focus on providing support for them.
While interventions such as marital counselling would appear to be
of great benefit to PwHD and their spouses when they are experiencing
marital difficulties, it is also crucial to focus on preventative strategies. At
the time at which HD is diagnosed, or at the time of receiving predic-
tive testing results, the availability of marital counselling may function to
raise awareness and discussion of the types of conflicts that may occur
in the relationship, in order for HD couples to prepare for the changes
together.
Future research is required to determine whether marital relationship
satisfaction and social support satisfaction change over time, as the illnesses
progress and symptoms become more severe. The participants of the present
study are part of a larger longitudinal study, and as such, are to be recontacted
1 year after the initial data collection, in order to identify whether this may be
the case. It also remains to be seen whether other factors, such as increasing
economic pressure (e.g., increased health care costs and reduced income)
associated with neurological illness, contribute to the strain on marital and
social relationships.
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Overall, patients had significantly higher levels of social support satisfac-
tion than carers. This supports the claim that support services often focus on
supporting the patients, while the carers needs become secondary or even
forgotten. Again, this has important clinical implications. Increased awareness
of carers’ needs by health professionals working with people with chronic
degenerative neurological illnesses, in addition to the provision of support
groups for carers may increase carers’ overall quality of life and satisfaction
with their marital relationship. This may then allow carers to cope with the
burden of caring for their spouse for a longer period of time, limiting the
time the person with the illness needs to spend in other forms of supported
care, such as in a residential care facility.
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